gated the incidence of first contact with mental health service providers for schizophrenia in Trinidad, Jamaica, and Barbados, and compared those to rates for White populations in the United Kingdom. Rates for citizens living in the 3 Caribbean countries were similar to those for Whites in the United Kingdom, which suggests that the higher rates of schizophrenia for Caribbean Blacks seen in the United Kingdom are the result of immigration and postimmigration experiences. 18 There are also differences between Black Caribbean immigrants and Whites in the use of mental health services. Specifically, Black Caribbean immigrants are less likely to use outpatient services but are overrepresented in institutions when compared with the White population in the United Kingdom. Explanations proposed to explain the relative underuse of outpatient services among Black Caribbean immigrants include language barriers, 22 cultural incompetence on the part of the services staff, 23 ethnocentric stereotyping, 24 and poor previous experiences within the mental health system. 21, 25 Blacks of Caribbean descent are also more likely than White patients to be involuntarily detained under the Mental Health Act of 1983. [25] [26] [27] Detention includes incarceration in both prisons and mental health institutions, which becomes the point of first contact with service providers. 28 In addition, satisfaction levels of mental health care among consumers reveal that Blacks of Caribbean descent had significantly lower satisfaction scores when compared with Whites, 19, 29, 30 especially over time. 29 Our study followed a stress-coping conceptual framework that describes the ways in Racial and ethnic disparities in access to mental health care continue to pose significant equity concerns for many population groups in the United States. [1] [2] [3] Data from the Epidemiological Catchment Area and the National Comorbidity Survey Replication reveal that there is greater unmet need for mental health care among US Blacks and Hispanics than for non-Hispanic White Americans. [4] [5] [6] However, most current publications on use of mental health services lack community epidemiological data on within-race ethnic differences in mental health and use of services. We address this gap with data on immigration and use of mental health services from our recently completed National Survey of American Life (NSAL). The NSAL was a comprehensive study of US Blacks and was unique in that it included representative samples of African Americans and Blacks of Caribbean descent. 7 These data facilitate, for the first time, an investigation of the influences of immigration and ethnicity on use of mental health services among representative national samples of the US Black population. 8 Previous studies of mental health in Black populations have not had large enough sample sizes to investigate within-group ethnic variation. Much of the research to date on immigration and Blacks of Caribbean descent has been conducted in the United Kingdom. 9, 10 There, reports of higher rates of schizophrenia among West Indian versus native White populations began to emerge in 1965, after large-scale migration from the Caribbean during the early 1950s to mid-1960s. 10 Since then, elevated rates of schizophrenia, compared with the general population, have been consistently reported for first-and second-generation Caribbean Blacks. [11] [12] [13] Similarly, in the Netherlands, Caribbean immigrants have rates of schizophrenia that are 3-to 4-times higher than those of the native Dutch population. 14 To test  DISENTANGLING MENTAL HEALTH DISPARITIES  which the discrepancies between life demands and personal capacities to respond to those demands lead to various strategies to alleviate distress. The variables included in this study's statistical models were based upon this framework. We focused more specifically on 1 component of that framework: the use of formal mental health services. The stress model is applicable to mental health services research because "going to the doctor" to receive help for a mental disorder is one of the more salient coping responses used by US Blacks; yet paradoxically, despite this relative salience, significant numbers of US Blacks with symptoms of serious mental health disorders do not seek treatment. Consequently, there is potential for increasing access to mental health care for US Blacks by examining the complex relationships among the variables chosen for inclusion in the statistical models. Our previous work used this framework to build upon national samples that were not ethnically diverse and raised questions about the uniqueness of the US Black mental health experience and the meaning of such seemingly simple terms as "race" and "ethnicity."
31, 32 As a result, the stress model was expanded in the NSAL to include additional measures, such as migration and generational status. In previous analyses, 33 these measures were shown to provide additional context and a deeper meaning to the simplistic population group comparisons that seem to dominate much of the racial disparities research landscape. Very little is known about use of mental health services by Blacks of Caribbean descent in the United States. As noted previously, practically all that is known about this population is from studies conducted in the United Kingdom. Our review of the available literature did not uncover any studies comparing use of mental health services by Blacks of Caribbean descent to other population groups in the United States. Our study is the first to examine within-race ethnic differences in use of mental health services and correlates within a US population sample similar to those examined in the United Kingdom. Specifically, we examined formal service use among national probability samples of Caribbean Black and African American adults. We were especially interested in ethnic variation, nativity, age at time of immigration, years spent in the United States, and generational status differences in formal mental health services use within the Caribbean Black sample.
METHODS

Sample Selection
The NSAL was part of the National Institute of Mental Health Collaborative Psychiatric Epidemiology Surveys initiative that included 3 national representative surveys: (1) the NSAL, (2) the National Comorbidity Survey-Replication, and (3) the National Latino and Asian American Study. 34 The NSAL obtained an integrated national household probability sample of 3570 African Americans, 1621 Blacks of Caribbean descent (Caribbean Blacks), and 891 non-Hispanic Whites, aged 18 years and older. 7 In the NSAL, the term "African American" was used to describe persons who self-identified as Black but did not identify ancestral ties to the Caribbean. Caribbean Blacks were persons who self-identified as Black and answered affirmatively when asked if they were of West Indian or Caribbean descent, indicated they were from a country included on a list of Caribbean area countries presented by the interviewers, or indicated that their parents or grandparents were born in a Caribbean-area country. We focused primarily on the Caribbean Black sample, which was selected from geographic segments that reflected the distribution of the African American population and from additional metropolitan segments that were sampled on the basis of having a population concentration of more than 10% Blacks of Caribbean descent. 35 Most (86%) interviews were conducted face-to-face and the remainder (14%) were either partially or entirely conducted by phone; both interview types used a computer-assisted instrument and lasted an average of 2 hours and 20 minutes. Four measures of migration status were included in the sample of Caribbean Blacks: (1) nativity status, determined as whether or not the respondent was born in the United States; (2) number of years in the United States; (3) age at time of immigration to the United States; and (4) generational status. The first generation included respondents who were not born in the United States, the second generation category included those born in the United States but with at least 1 foreign-born parent, and the third generation category included USborn respondents with US-born parents, but with at least 1 Caribbean-born ancestor.
Formal Treatment for Mental Disorder
All African Americans and Caribbean Blacks in the NSAL were asked if they had seen any of an extensive list of treatment providers for problems with their emotions, nerves, mental health, or use of alcohol or drugs in the past 12 months. Treatment providers were categorized into 3 sectors: specialty mental health (psychiatrists and nonpsychiatric mental health therapist classifications that represent mental health hotlines, psychologists, and other professionals, as well as counselors or social workers seen in mental health settings), general medical (general practitioners, family doctors, nurses, occupational therapists, and other health professionals), and any services, which included the 2 previously mentioned sectors plus 2 nonhealth sectors: use of human services (religious and spiritual advisors; counselors and social workers seen in non-mental health settings) and complementary alternative medicine providers (herbalists, chiropractors, spiritualists, self-help groups, internet support groups). Twelve-month service use within a particular treatment sector was defined as making at least 1 visit to a member of the treatment sector within the 12 months before the respondent's interview. The treatment sectors were not mutually exclusive, because it was possible for individuals to have received help from more than 1 sector.
Measures of Satisfaction
Measures of subjective satisfaction and of perceived helpfulness were created for each service sector. Subjective satisfaction was measured as those who responded being "very satisfied" or "satisfied" with their service provider. Perceived helpfulness was determined as being helped "a lot" by their service provider. If a respondent utilized more than 1 type of service provider within a given sector, we selected the service provider used most often to determine the respondent's measure of satisfaction and helpfulness for that sector.
Analysis Strategy
The NSAL used a multistage sample design that involved both clustering and stratification. 35 Thus, we calculated variance estimates that accounted for the complexity of the design. 38 Because standard errors that have been adjusted for complex designs are usually larger than nonadjusted standard errors, differences between groups may appear to be large yet not statistically significant. Also, because of the relatively small subsample sizes, especially for Caribbean Blacks, we used bivariate analyses to examine the ethnic origin-and immigration-related factors associated with 12-month mental health service use. We calculated population-weighted estimates (adjusted for sample design, nonresponse, and poststratification) and complex design-adjusted 95% confidence intervals. Unweighted sample sizes are reported; the weighted sample size of those who used mental health services is about 30% higher than the size of the unweighted sample. We performed the Rao-Scott χ 2 test of association to obtain corresponding designcorrected F statistics and actual P values. We conducted all analyses with SAS version 9.13
(SAS Institute Inc, Cary, NC), using the Taylorseries expansion technique for calculating the complex-design-based estimates of variance. Table 1 presents overall rates of 12-month mental health service use for the samples of Similarly, there were significant relationships between age at immigration and mental health service use. The data suggest that those who arrived in the United States when they were aged 12 years or younger were more likely to receive any mental health service (P < .01) and specialty mental health services (P < .01). Finally, there were strong and consistent relationships with generational status: Caribbean Blacks who were third generation or later were much more likely to report mental health service use in all 3 sectors than were second-generation natives and first-generation immigrants. Table 2 presents the relationship between subjective satisfaction with treatment and ethnicity and migration for those who received treatment. Caribbean Blacks reported significantly greater satisfaction for specialty mental health services than did African American respondents. Ethnic origins were related to subjective satisfaction for use of any services: Spanish-speaking Caribbean and Haitian respondents were more likely to report satisfaction than were respondents from the English-speaking Carribean. There was a trend for Caribbean Blacks born outside of the United States to report higher levels of satisfaction for any mental health services and general medical services received than for those born in the United States; however, these differences were not significant. Tests for associations between satisfaction and number of years in the United States and between satisfaction and age at time of immigration for all sources of care were not possible because of small sample sizes. There was a significant relationship between satisfaction with use of any mental health services and generational status: Caribbean Blacks who were third generation or later reported significantly lower satisfaction with services received than did those who were first or second generation. It is also noteworthy that Caribbean Blacks who were third generation or later reported lower levels of satisfaction with care received from any mental health services and from general medical care than did African Americans. Table 3 presents the bivariate differences for the correlates of perceived helpfulness of each treatment sector. Similar relational patterns existed for perceived helpfulness and subjective satisfaction. There were no overall differences between African Americans and Caribbean Blacks in perceived helpfulness of treatment in any of the 3 sectors of care. Caribbean Blacks from English-speaking countries were less likely than those from the Spanish-speaking Caribbean and Haiti to have perceived care in any sector as being helpful. Those born in the United States tended to report lower rates of perceived helpfulness, with significant differences for general medical care and the overall use of mental health services. There were no significant relationships between number of years in the United States and age at time of immigration with perceived helpfulness. Finally, Caribbean Blacks who were third generation or later tended to report much lower perceived helpfulness than did those in the first and second generations, and they reported even lower perceived helpfulness than did African Americans for treatment from any service and general medical sectors. Table 4 displays the rates of overall use of any type of mental health service disaggregated by whether the respondent had 1 of the 11 psychiatric disorders as defined by DSM-IV criteria. African Americans and Caribbean Blacks did not differ in mental health service use, regardless of whether they met criteria for any disorder. There were no significant differences across ethnic origins for subjects with or without a disorder; however, subjects from Spanishspeaking Caribbean countries reported higher treatment use than did those from Haiti or the English-speaking countries who met criteria for 1 of the disorders. US-born Caribbean Blacks who had a disorder used significantly more services than did foreign-born Caribbean Blacks (P<.01). Although there was no significant relationship between service use and number of years living in the United States among respondents who met disorder criteria, there was a borderline effect (P=.07) among those who did not: a higher percentage of respondents who lived in the United States 21 years or more used mental health services more than did those in lesser categories of tenure.
RESULTS
A similar relationship was found for age at time of immigration: individuals who immigrated to the United States when aged 12 years or younger were much more likely than were individuals in any of the other age categories to use mental health services in the absence of a disorder (P<.01). The rates varied for respondents who met criteria for a disorder: those who were aged 13 to 17 years and 35 years or older when they immigrated had higher rates of mental health service use than did those who immigrated when they were aged 12 years or younger or aged 18 to 34 years.
Finally, among those respondents who met the criteria, both second-and third-generation Caribbean Blacks reported higher service use than did first-generation respondents. Among Caribbean Blacks who did not meet criteria for a disorder, third-generation Caribbean Blacks were much more likely than either first-or second-generation immigrants to use mental health services (P = .02).
DISCUSSION
Our findings reveal that combining data for Caribbean Black immigrants or US-born Caribbean Blacks with data for native African Americans will obscure a great deal of variability in patterns and frequency of formal mental health service use. Although there were no overall differences between Caribbean Blacks and African Americans in formal mental health service use, satisfaction, and perceived helpfulness of the services provided, notable differences were found among Caribbean Blacks of different ethnic backgrounds, nativity status, age at time of immigration, years since immigration, and generational status. Among immigrants, longer time  DISENTANGLING MENTAL HEALTH DISPARITIES  Note. CI = confidence interval; OR = odds ratio; NA = not available due to small sample size. a Any service includes both specialty mental health and general medical services as well as services received from religious or spiritual advisors and complementary or alternative service providers.
b Number of unweighted case participants who reported being "Very Satisfied" or "Satisfied" with the services received in the given service sector. living in the United States and younger age at time of immigration were linked to mental health service use, which suggests that socialization and access to mental health services may play an important role in use of those services. Caribbean Blacks who were third generation or later used mental health services at rates that actually exceeded those of African Americans in all of 3 dimensions of mental health service use that we examined.
Our findings underscore the importance of ethnic background among Black immigrants. Previous research in the United Kingdom has reported large differences among ethnic groups in the ways in which they contact providers and receive formal treatment. 9 Our finding that Blacks from the Spanish-speaking Caribbean were more likely to use specialty mental health services supports these reports. Geography and region may contribute to this effect. Referral patterns in general medical practice may also vary by measures not included in this study. Although mental health service use in our study was restricted to the previous 12 months, patterns and resources in countries of origin may affect behaviors and attitudes about mental health service use among immigrants in general. A recent World Health Organization publication 39 reported notable differences among Caribbean Note. CI = confidence interval; OR = odds ratio. countries in mental health programming, financing, facilities, involvement by nongovernmental organizations, and special population emphases, such as children and the elderly.
As noted previously, a recent study conducted in the United Kingdom concerning first episode of psychoses reported lower referral rates for Caribbean Blacks and African Blacks in comparison to the general population. 18, 25 This may not be generalizable to the nonpsychotic disorders examined in this study. In our future studies, we will explore these findings further by using specialized techniques for small sample sizes and by focusing on specialty mental health services and differences in ethnic background among Caribbean Blacks. All F statistics are adjusted for complex sample design. The denominator degrees of freedom represents the number of clusters minus the number of strata for a given analysis.
among this group, as in the United Kingdom, and thus, a greater chance of referral to specialty mental health services. When a disorder as defined by DSM-IV was present, second-and third-generation Caribbean respondents showed a greater likelihood than did African Americans of reporting the use of any mental health services. On the other hand, among those without a disorder, those who arrived in the United States at a young age, as well as thirdgeneration Caribbean Blacks, used more mental health services than did those who arrived at an older age or had more recently immigrated. We do not fully understand this relationship; our future papers will explore the factors that might help explain these differences. We are particularly interested in trying to understand more about why those who did not meet criteria for a mental disorder used mental health services. It is possible that the assessment instrument may have understated distress and other cognitive difficulties, or may not have included relevant disorders, which may have resulted in individuals seeking preventive care or being involuntarily brought into formal services settings. 25 Adequacy of treatment should also be explored further. Initial results showed that Caribbean Blacks reported higher satisfaction in both specialty and any mental health service use; African Americans reported greater satisfaction for medical sector use.
We have noted that a limitation of this study is the relatively small subsample sizes and the lack of multivariate analyses. Although the rates of use, satisfaction, and perceived helpfulness were population-weighted estimates, other factors may account for the observed differences, especially factors pertaining to generational status and ethnicity of Caribbean Blacks. Further research is needed to examine ethnic differences in provider contact and receipt of formal services, the relation of satisfaction and perceived helpfulness to mental health service use, and the ways that acculturation and timing of immigration influence use of mental health services. Our review of current literature found little data related to mental health service use by Caribbean Blacks in the United States and thus, sparse information on which to form workable hypotheses. The research performed in the United Kingdom focuses largely on psychoses and treats Caribbean Blacks as a fairly uniform group with respect to ethnicity and timing of immigration. 25 In summary, the results of this study underscore the importance of ethnicity and immigration within racial categorization. The data reveal a complex pattern of ethnicity and migration-related factors that influence service use for mental health problems in the United States. The data suggest that generational status of persons of Caribbean ancestry and immigration contribute to important difference
